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FS “ ”
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CA 4 “ ” ��  ��
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

( )

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES  

CA 1
FS

CA 2
FS

“ ” ��    ��

- -
�� �� �� ��

VERIFIED: YES NO
SSN
FS ID
Blind/Deaf/Disabled
Residency

DFA 285-C Comp.

Referred to Cal-Learn

CW 25 Completed
CW 25 A Completed

Referred to WTW
Citizen
Eligible Non-citizen
Sponsored
SAVE
Date of Entry to U.S.____________

Excluded HH Member Code ______
Work/Training/WTW Code ________

(�)

�� ��

- -

(�)

��
�� GED

��
�� :

CASE NAME

CASE NUMBER

WORKER NAME

WORKER NUMBER

DATE RECEIVED

VERIFIED:
Deprivation �� YES �� NO

CA 6 ��  ��

“ ”

CW 5 �� YES �� NO

Date Initiated ____________

( )

��
��
��
��
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��
(✔ ) ��

�� ��

��

FS 14 �� ��

(✔ )

�� �� �� $

CA B.
FS

��

��  $ $
��

$ $ $

VERIFIED:

Expenses �� Yes �� No

Financial Aid �� Yes �� No

CA    9 �� ��
FS

“ ”

CA 8 A. �� ��
FS “ ” VERIFIED:

School Enrollment �� Yes �� No
FS Eligible Student �� Yes �� No

CA 10 �� ��

FS

FS 12 �� ��

CA 11 �� ��

FS 

Separate household eligible
�� Yes �� No

Separate household eligible
�� Yes �� No

CA 7 A. �� ��
FS

FS B. �� ��

��    CalWORKs and FC Eligible/
CR Chooses:

Child: ��    CalWORKs ��    FC
CR: ��    CalWORKs ��    None

FS 13 �� ��

FS 15 �� ��
�

�

�

“ ”

Household Elects
BOARDER HH MEMBER ROOMER

CW 8 (CH) (7/01)
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CA 19 �� ��
FS “ ”

�� $ ��

“ ” �� ��

CA 18 �� ��
FS “ ”

YES NO

Emp. Statement
Good Cause Determ
Voluntary Quit

�� CA: 30 days

�� FS: 60 days

CA B. �� ��
FS

“ ”

$

CA 17 A. �� ��
FS

“ ”

$

$

Striker Regs Apply

CA FS

�� Yes �� No �� Yes �� No

(�) 

CA FS

CA 16 �� ��
FS “ ”

�� ��

$ �� $ ��

Court Order on File �� Yes �� No

Amount Ordered

$

Child Care Informing
Given to Client:

Trustline Health & Safety
Informing Certification
(CCP 2) (CCP 5)

�� Yes �� No �� Yes �� No

Dependent Care Eligible

CA FS

�� Yes �� No �� Yes �� No
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CA 21 �� ��
FS

“ ”

CA 20 �� ��
FS “ ”

$ �� ��

$

$

$

_____________

_____________

(✔) if Exempt
�� CA

�� FS Adult

�� FS Child

FS S/E Farmer ��  Yes ��  No

Verification(s) on file: ��  Yes ��  No

$

CW 8 (CH) (7/01)



CA B. �� ��

FS “ ”

CA 24 �� ��
FS ATVs

Seadoos 
“ ”

(✔) (✔)

��    

�� ��    $ $

CA 27 �� ��
“ ”

$

CA 28 �� ��
FS Blue Cross, Kaiser, 

CHAMPUS
“ ”

$

�� Health Care Options
Explanation Given
Referral __________
NA ______________

�� DHS 6155
�� DFA 285-C
Medicare Gross Premium
$_______________

CA 26 �� ��
FS

“ ”

Total CSV
(1) ____________

(2) ____________
Total Countable Property:

Items 22-27

CA $ _____________

FS $ _____________

CA 23 A. �� ��
FS “ ” (�) 

IRAs

(�) if Exempt
CA FS

CA 25 �� ��
FS

“ ”

$ $

$ $

�� Owned Jointly
�� Owned Separately

Net Market Value

$ _____________

Closed Bank Accounts:
�� Food Stamps in

last 3 months

$

$

(�) If
Exempt Vehicle
Leased Valuation

CA 22 �� ��
FS

“ ”

$ $

Home Exempt �� Yes ��  No

Other Real Property

Market Value $__________

Amount Owed $__________

Net Value $__________

Lien Applicable �� Yes �� No

�� Exempt
�� Leased

$

$

CW 8 (CH) (7/01)
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CA 33

CA 31 �� ��
FS

“ ”

CA 30 �� ��

“ ”

$

$

CA B. (IHSS)? �� ��
FS “ ” $______________

(�)
A. (CHDP) 21

• CHDP . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

• CHDP . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

• CHDP . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

• CHDP . . . . . . . . . . . 

B.

C. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

“ ” 12 . . . . . . . . . . . . . . . . . . . 

33 B C, “ ” (WIC)

D.
“ ”

1-800-942-1054

�� CHDP Brochure and
Explanation Given

Date:  _____________

�� Referral

�� Family Planning
Information Given

�� Referred Date _________

CA 32 A.
FS (�):

“ ”

CA Special Need
�� Yes �� No

Amount $___________

VERIFIED:
CA �� Yes �� No
FS �� Yes �� No

�� DFA 285-C

VERIFIED:

Higher/Lower 
MAP �� Yes �� No

Special Need�� Yes �� No

�� DFA 285-C

CA 29 �� ��
“ ”

Retro Medi-Cal
Requested �� Yes �� No
Approved �� Yes �� No

�� DHS 6155
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�� DFA 285-C

�� Pregnant
�� Parent or Guardian of 

child under 5

�� Breastfeeding
�� Postpartum

�� WIC referral

CW 8 (CH) (7/01)



•

•

•

•

•

•

•

•

•

•

•

-

-

-

-

•

•

-

-

-

-

Page 6 of 6


